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This visit was for the investigation of two (2) State
complaints.
Date of survey: 11-18-13 through 11-19-13
Facility number: 009443
Complaint numbers:
IN00138251
Unsubstantiated; No deficiencies cited; Lack of
sufficient evidence.
IN0O0138707
Unsubstantiated; No deficiencies cited; Lack of
sufficient evidence.
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Public Health Nurse Surveyor
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